Forty seven (13.4%) women in the study sample had abnormal smears, and 32 of these were aged under 35. None of the 350 patients had had a cervical smear taken previously. Women who had had five or more pregnancies, compared with those who had had four or fewer pregnancies, and women with trichomoniasis, compared with no genital infection, had significantly higher incidences of abnormal than normal smears. Higher proportions of abnormal than normal smears were also found in women whose sexual partners had been surgically sterilised. These findings suggest a serious need for cervical cytology screening in STD clinics.
Squamous cell neoplasia of the uterine cervix is the cancer that most commonly affects women in the developing countries.' Worldwide, cervical cancer is the second most common cancer in women, breast cancer being the commonest.
Carcinoma of the cervix is now considered to be a sexually transmitted disease (STD). Recent research indicates that a sexually transmissible virus, the human papillomavirus (HPV) is probably the oncogenic agent.`-The oral contraceptive pill6 and smoking7 are two other non-sexually transmitted possible cofactors. In 1842 Rigoni-Stern noted that cervical cancer was rare in nuns.8 Since then many epidemiological studies have confirmed that the risk factors associated with carcinoma of the cervix are related mostly to coitus.`" Women attending STD clinics commonly share two of the major risk factors, early age at first coitus and multiple sexual partners, which places them at high risk for developing cervical cancer.
Address for reprints: Dr I Abeyewickreme, Central Venereal Diseases Clinic, PO Box 567, De Saram Place, Colombo 10, Sri Lanka Accepted for publication 21 September 1988 Cervical cytology screening is a well established procedure that is carried out routinely in STD clinics in the developed countries, where it has been shown to be effective in reducing mortality from and incidence of the disease."2-14 Although cervical cancer screening ofpatients attending STD clinics is carried out in some developing countries, Sri Lanka is not one of them. There is also no national cervical cancer screening programme on the island. Taking all these factors in to consideration, I carried out a prospective study of cervical cytology screening in women attending the central venereal diseases clinic (CVDC) in Colombo. The objectives of the study were (1) Of the 350 women in the study, 100 voluntarily stated that they were engaged in prostitution. Ofthese, 87 had normal and 13 abnormal smears. Ten of the prostitutes were also addicted to heroin. Table 3 shows the smear statuses ofpatients according to their numbers of pregnancies. Women who had had five or more pregnancies had a significantly (p < 0.01) higher proportion (27T6%, 16/58) of abnormal smears than did those who had had four or fewer pregnancies (10.6%, 31/292).
Surgical sterilisation (by tubal ligation) of women was the most common method ofcontraception found in the 350 women. The youngest patient with tubal ligation was aged 19 and engaged in prostitution. In Abeyewickreme patients with no infection, a significant (p < 0.01) difference. The infection most commonly diagnosed was non-specific genital infection.
Discussion
Primary prevention is the ideal strategy to control cervical cancer. As it has easily recognisable early stages (pre-invasive disease stages), cervical cancer should theoretically be possible to control by exfoliative cervical cytology, a simple, sensitive, inexpensive and a non-invasive method, which makes detecting preinvasive disease relatively easy.
Cervical cancer is still difficult to control, however, as women at high risk of contracting it are not usually amenable to being screened. Women attending STD clinics belong to the high risk category, and screening this group of the population should be effective in terms of numbers detected and cost. In this study 13.4% of smears were abnormal, which confirms that patients attending STD clinics are at high risk of developing cervical neoplasia. This figure does not represent the true picture, however, as fewer than one third ofpeople with STD seek treatment at STD clinics in Sri Lanka.'5 Most seek treatment privately, and the exact numbers of private patients are not known. The figure of 13.4%, however, reflects a trend, which can be used in identifying the magnitude of the problem.
In this study, of the 303 normal smears, 126 were reported as showing inflammatory change (table 1) . Toon et al recommended that patients with inflammatory changes should be investigated with care and be paid the same amount of attention as those with dyskaryotic smears.'6 They need to be tested for specific diseases, such as trichomoniasis, candidiasis, gonorrhoea, and HSV infection, and their smears should be repeated at regular intervals because evidence shows that up to one fifth of patients with recurrent inflammatory smears may have underlying cervical intraepithelial neoplasia. More than a third of the patients in this study had inflammatory smears, which is another indication to introduce routine cytology screening in STD clinics.
Relatively few reports about cervical cytology screening in STD clinics have been published.'7"2-In a study from New Zealand, the incidence of abnormal smears was found to be 14.6%.22 The incidence of dysplasia and carcinoma in situ in that study was 6.6% (33/500). Briggs et al of Seattle, United States of America, also reported an incidence of 11-4% for dysplasia and carcinoma.23
The high proportion of cervical dyskaryosis in patients attending STD clinics was consistent with the view that squamous cell carcinoma of the cervix is an STD related to first coitus in early life, promiscuity, and prostitution. In this study, the mean age at first Cervical cytology screening in a sexually transmitted diseases clinicfor thefirst time in Sri Lanka coitus in those with abnormal smears was 18-7 years, which was higher than the corresponding ages in the New Zealand22 and American23 stu4ies. That may be due to the sociocultural background in Sri Lanka, where arranged marriages are still prevalent and a Sri Lankan woman's first experience of coitus is usually within marriage. Her western counterpart is free from such cultural ties and tends to experience sex before marriage and at an earlier age.
A previous study has shown that prostitutes are at high risk of developing cervical carcinoma and therefore need to be screened regularly. 24 Of the 100 prostitutes in this study, 10 were addicted to heroin. Without heroin they could not carry on with their profession, and without work they could not purchase heroin, thus creating a vicious circle from which there was no escape. The CVDC in Colombo receives many referrals from magistrates to investigate prostitutes and vagrants, who account for about 23% of the new patients attending the CVDC's clinic for women each year. This is yet another factor in favour of introducing cervical cytology screening to the STD clinics in Sri Lanka.
Patients who had had five or more pregnancies had a significantly higher proportion of abnormal smears than those who had had four or fewer pregnancies. This finding confirms those of a previous epidemiological study," which showed that the prevalence of cervical cancer was found to increase steadily with increasing numbers of pregnancies.
Although At the CVDC in Colombo, vaginal trichomoniasis was the second most common STD diagnosed in female patients. It was very common in the prostitutes, either alone or in combination with gonorrhoea. Most episodes of trichomoniasis are due to repeat infections, as it is almost impossible to get the sexual partners ofinfected patients to attend for investigation and concurrent treatment. Trichomonads have been suggested as a possible carcinogen associated with coitus,3" and in this study significantly (p < 0 01) more abnormal than normal smears were seen in patients with this infection than in those with no genital infection.
The high yield of cervical smear abnormalities in patients attending an STD clinic as shown by the findings in this study indicates an urgent need for cervical cytology screening in these clinics in Sri Lanka. As the country is a developing one, with limited financial resources, a screening service designed to fit in with existing medical facilities such as STD, antenatal, and family planning clinics would be more cost effective than developing a separate vertical screening programme.
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